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. 951 posterior abdominal wall. It may be impossible to exclude clinically intraperitoneal injury, in which case a laparotomy is necessary. However, although no operative treatment is required for the hmmatoma, the laparotomy fortunately does little harm. The unconscious patient may present the most difficult problem. It is essential first to decide whether the unconsciousness is due to anoxia or low blood volume. If there is improvement with or without recovery of consciousness, after obtaining good ventilation and adequate replacement of blood loss, then it is probably safe to say that there is no intra-abdominal bleeding. If, however, doubt still exists, laparotomy should be carried out.
When laparotomy is performed an adequate incision should be made to explore all the viscera. A small perforation may otherwise be missed and it is in the early stages that repair does most good.
Summary
The general surgeon should be called:
(1) If there are clothing imprint marks or bruises on the soft parts of the abdominal wall.
(2) If there are any local signs of pain, tenderness, rigidity or increasing girth with or without chest or pelvic injuries.
(3) If there is any unexplained blood loss. (4) If there is any hvmaturia or urethral bleeding.
Mr J N Wilson (Institute ofOrthopwdics, London)
The Role ofthe Orthopefdic Surgeon in Accident Surgery A high percentage of patients presenting with multiple injuries have been involved in road traffic accidents. The injuries frequently involve the limbs and the spine. It is generally accepted that the orthopedic surgeon's field includes the traumatic surgery of the limbs with the possible exception of vascular complications, the majority of spinal injuries and the more superficial injuries ranging from bruises and abrasions to extensive lacerations. In many centres the orthopcdic surgeon has overall charge or supervision of the accident unit, and therefore is early concerned with the accident officer in the treatment of patients with multiple injuries.
Examination of the severely injured patient must be full and thorough; to do this efficiently the clothes must, if necessary, be cut away. Any obvious fractures of the limbs can be adequately immobilized in a temporary pneumatic splint which, being radiotranslucent, enables X-rays to be taken without disturbing the patient unduly (Fig 1) . tibia immobilized in a pneumatic splint. X-rays can be taken through the splint Superficial injuries must be carefully noted and their extent assessed as they may result in considerable blood loss. Blood loss will have to be replaced before reparative surgery is started.
The spine should be examined by rolling the patient on to his side. Sites of bruising, tenderness, skin damage and deformity should be noted. A careful neurological examination must be carried out in all cases of suspected spinal injury. This should include a muscle and sensory chart where there are signs of spinal cord involvement, as any improvements of muscle power within twentyfour to forty-eight hours is a good prognostic sign. Where, on admission, there is unconsciousness with a head injury the cervical spine should be carefully examined and X-rayed.
Examination of the limbs should be carried out in a routine, systematic manner recording deformity, soft tissue damage, vascular damage and neurological state. Where there are fractures an estimate should be made of the probable blood loss (Table 1) . Where there are multiple fractures in the lower limb it should be remembered that one fracture in a bone may mask deformities higher up in the limb. For example, a hip lesion may be overlooked when there is a fracture of the shaft of the femur. It must always be remembered that where there is a discrepancy between the physical signs and the recognized injury there may be an additional condition responsible for the hitherto unexplained state.
Principles of Treatment
In cases of multiple injuries the orthopiedic surgeon must assess the priorities in his field outlined at the beginning of this paper. From this assessment he will decide on a plan of management.
Exaniples: (1) A patient had compound fractures of the patella and femoral shaft on the same side. The plan of treatment carried out was immediate excision of the patella, followed one week later by Kuntscher nailing of the femur. Two weeks after the second operation knee movement was Fig 2 A, B , C. Photographs of a grossly compound tibial fracture in which the fracture was stabilized by a plate in order to allow skin grafting procedures to be carried out. The plate was left exposed in the wound until the fracture was stable. The final photograph was taken six months after the fracture. (Mr EL Trickey's case) permitted and was regained as rapidly as in a routine patella excision. (2) In a similar case the patella excision and nailing of the femur were carried out together immediately after admission. Infection occurred along the nail.
In the former case pre-operative antibiotic cover and ideal conditions for the nailing operation were arranged. In the latter antibiotics were not given until after the operation which (including the nailing) was done under emergency conditions.
Where there is a compound fracture with extensive skin loss and muscle damage the first priority is the treatment of the soft tissues: by excision of the damaged skin, fascia and muscle; followed by coverage by split skin grafting. One should not hesitate to plate the fracture at the same time, as this greatly assists in the management of the damaged soft tissues. The plate may become exposed in the wound but it can be removed at a later date and the exposed decorticated bone covered by a split skin graft (Fig 2  A, B, c) . In these circumstances plating is probably safer than intramedullary nailing as the latter, if infection occurs, will result in a spread throughout the bone.
One exception to this rule is where the tibia is shattered into several fragments. In such a case a Rush nail of the narrow malleable type can easily be used to restore alignment which can then be maintained in plaster.
In certain special cases immediate internal fixation of a fracture may be essential. For instance, in the very elderly patient; in cases of head injury where restlessness is a problem; and in fractures complicated by a spine injury with a serious neurological deficit requiring frequent turning of the patient.
Spinal injuries with neurological complications rarely require urgent surgical intervention. However, fracture dislocations of the cervical spine should be put on skull traction as soon as possible. For this purpose Crutchfield tongs are the simplest and most efficient device.
In the treatment of joint injuries complicated by fractures it is essential to differentiate between the completely disrupted joint with multiple fragments, best treated by the 'bag of bones' technique, and the fracture dislocations where open reduction and fixation of one or two fragments may produce an almost normal anatomy.
In cases of multiple injury it is essential to decide priorities as soon as possible and at an eatly stage to plan the management of each case.
These severe injuries are a challenge to almost every specialty in medicine. By planning and co-operation we can produce the first class type of accident service necessary to deal with modem high speed road accidents. 
